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CHAPTER 1 


The Therapeutic Factors 


H ow does group therapy help patients? A naive question. But if we can 
answer it with some measure of precision and certainty, we will have 
at our disposal a centra) organizing principle by which to approach 
the most vexing and controversial problems of psychotherapy. Once identified, 
the crucial aspects of the process of change will constitute a rational basis 
upon which the therapist may base tactics and strategy. 

I suggest that therapeutic change is an enormously complex process that 
occurs through an intricate interplay of human experiences, which I will refer 
to as "therapeutic factors.'’ There is considerable advantage in approaching 
the complex through the simple, the total phenomenon through its basic com¬ 
ponent processes. Accordingly, 1 begin by describing and discussing these ele¬ 
mental factors. 

From my perspective, natural lines of cleavage divide the therapeutic expe¬ 
rience into eleven primary factors: 

l. Instillation of hope 

2. Universality 

3. Imparting information 

4. Altruism 

5. The corrective recapitulation of the primary family group 

6. Development of socializing techniques 

7. Imitative behavior 

8. Interpersonal learning 

9. Group cohesiveness 

10. Catharsis 

11, Existential factors. 






The Therapeutic Factors 


In the rest of this chapter. 1 will discuss the first seven factors. I consider 
interpersonal learning and group cohesiveness so important and complex that 
I have treated them separately, in the next two chapters. Existential factors are 
discussed in chapter 4, where they are best understood in the context of other 
material presented there. Catharsis is intricately Interwoven with other thera¬ 
peutic factors and will also be discussed in chapter 4. 

The distinctions among these factors are arbitrary; though I discuss them 
singly, they are interdependent and neither occur nor function separately. 
Moreover, these factors may represent different parts of the change process; 
some factors (for example, universality) refer to something the patient learns; 
some (for example, development of socializing techniques) refer to changes in 
behavior; others (for example, cohesiveness) may be more accurately 
described as preconditions for change. Though the same therapeutic factors 
operate in every type of therapy group, their interplay and differential impor¬ 
tance can vary widely from group to group. Furthermore, patients in the same 
group may benefit from widely differing clusters of therapeutic factors. 

Keeping in mind that the therapeutic factors are arbitrary constructs, we 
can view them as providing a cognitive map for the student-reader. This group¬ 
ing of the therapeutic factors is not set in cement: other clinicians and 
researchers have arrived at a different, and also arbitrary, cluster of factors. No 
explanatory system can encompass all of therapy. At its core, the therapy 
process is Infinitely complex, and there is no end to the number of pathways 
through the experience. (I discuss all of these issues more fully in chapter 4.) 

The inventory of therapeutic factors I propose issues from my clinical expe¬ 
rience, from the experience of other therapists, from the views of the success¬ 
fully treated group patient, and from relevant systematic research. None of 
these sources is beyond doubt, however, neither group members nor group 
leaders are entirely objective, and our research methodology is often crude and 
inapplicable. 

From the group therapists we obtain a variegated and internally inconsis¬ 
tent inventory of therapeutic factors (see chapter 4). Therapists, by no means 
disinterested or unbiased observers, have invested considerable time and 
energy in mastering a certain therapeutic approach. Their answers will be 
determined largely by their particular school of conviction. Even among thera¬ 
pists who share the same ideology and speak the same language, there may be 
no consensus about why patients improve. In research on encounter groups, 
my colleagues and I learned that many successful group leaders attributed 
their success to factors that were irrelevant to the therapy process: for exam¬ 
ple, the hot-seat technique, or nonverbal exercises, or the direct impact of a 
therapist’s own person (see chapter 16). 1 But that does not surprise us. The 
history of psychotherapy abounds in healers who were effective, but not for 
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the reasons they supposed. At other times we therapists throw up our hands in 
bewilderment. Who has not had a patient who made vast Improvement for 
entirely obscure reasons? 

Patients at the end of a course of group therapy can supply data about the 
therapeutic factors they considered most and least helpful; or. during therapy 
they can supply evaluations of the significant aspects of each group meeting’ 
et we know that the completeness and accuracy of the patients' evaluations 
will be limited. Will they not, perhaps, focus primarily on superficial factors 
and neglect some profound healing forces that may be beyond their aware¬ 
ness? Will their responses not be influenced by a variety of factors difficult to 
control? For example, their views may be distorted by the nature of their rela¬ 
tionship to the therapist or to the group. (One team of researchers demon¬ 
strated that when patients were Interviewed four years after the conclusion of 
therapy, they were far more apt to comment on unhelpful or harmful aspects of 
their group experience than when Interviewed immediately at its termination.) 2 

Research has also shown, for example, that the therapeutic factors valued 
by patients may differ greatly from those cited by their therapists or by group 
observers. 3 Furthermore, many confounding factors influence the patient’s 
evaluation of the therapeutic factors: for example, the length of time in treat¬ 
ment and the level of a patient's functioning," the type of group (that is 
whether outpatient, inpatient, day hospital, brief therapy),» the age and the 
diagnosis of a patient,® and the ideology of the group leader. 7 Another factor 
that complicates the search for common therapeutic factors is the extent to 
which different group patients perceive and experience the same event in dif¬ 
ferent ways.« Any given experience may be Important or helpful to some mem¬ 
bers and inconsequential or even harmful to others. 

Despite these limitations, patients’ reports are a rich and relatively 
untapped source of Information. After all, It is their experience, theirs alone 
and the farther we move from the patients’ experience, the more inferential are 
our conclusions. To be sure, there are aspects of the process of change that 
operate outside a patient’s awareness, but it does not follow that we should 
disregard what patients do say. 

There is an art to obtaining patients’ reports. Paper-and-pencl] or sorting 
questionnaires provide easy data but often miss the nuances and the richness 
of the patients’ experience. The more the questioner can enter into the experi¬ 
ential world of the patient, the more lucid and meaningful does the report of 
the therapy experience become. To the degree that the therapist is able to sup¬ 
press personal bias, he or she becomes the ideal questioner: the therapist is 
trusted and, more than anyone else, understands the inner world of the 
patient 

In addition to therapists’ views and patients’ reports, there is a third impor- 
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tive expectations but also benefits from a source of hope that is unique to the 
group format. Therapy groups invariably contain individuals who are at differ¬ 
ent points along a coping-collapse continuum. Each member thus has consid¬ 
erable contact with others—often individuals with similar problems—who 
have improved as a result of therapy. I have often heard patients remark at the 
end of their group therapy how important it was for them to have observed the 
improvement of others. 

Group therapists should by no means be above exploiting this factor by 
periodically calling attention to the improvement that members have made. If l 
happen to receive notes from recently terminated members informing me of 
their continued improvement. I make a point of sharing this with the current 
group. Senior members often take over this function by offering spontaneous 
testimonials to new. skeptical members. 

Research substantiates that it is also vitally important that therapists believe 
in themselves and in the efficacy of their group. 10 I sincerely believe that I am 
able to help every motivated patient who is willing to work in the group for at 
least six months. In my initial meetings with patients individually, I share this 
conviction with them and attempt to imbue them with my optimism. 

Many of the self-help groups—for example, Compassionate Friends (for 
bereaved parents). Men Overcoming Violence (men who batter). Survivors of 
Incest, and Mended Heart (heart surgery patients)—place heavy emphasis on 
the instillation of hope." A major part of Recovery, Inc. (for current and former 
psychiatric patients), and Alcoholics Anonymous meetings is dedicated to tes¬ 
timonials. At each meeting, members of Recovery, Inc., give accounts of poten¬ 
tially stressful incidents in which they avoided tension by the application of 
Recovery, Inc., methods, and successful Alcoholics Anonymous members tell 
their stories of downfall and then rescue by AA. One of the great strengths of 
Alcoholics Anonymous is the fact that the leaders are all ex-alcoholics—living 
inspirations to the others. Similarly, substance-abuse treatment programs com¬ 
monly mobilize hope in patients by using recovered drug addicts as group 
leaders. Members are inspired and expectations raised by contact with those 
who have trod the same path and found the way back. 


UNIVERSALITY 

Many patients enter therapy with the disquieting thought that they are unique 
in their wretchedness, that they alone have certain frightening or unacceptable 
problems, thoughts, impulses, and fantasies. Of course, there is a core of truth 
to this notion, since most patients have had an unusual constellation of severe 
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Ilk stresses and are periodically flooded by frightening material that has 
leaked from the unconscious. 

To some extent this is true for ail of us, but many patients, because of their 
extreme social isolation, have a heightened sense of uniqueness, Their inter¬ 
personal difficulties preclude the possibility of deep intimacy. In everyday life 
they neither learn about others’ analogous feelings and experiences nor avafl 
themselves of rhe opportunity to confide in, and ultimately to be validated and 
accepted by, others. 

In the therapy group, especially in the early stages, the disconfirmatlon of a 
patient's feelings of uniqueness is a powerful source of relief. After hearing 
other members disclose concerns similar to their own. patients report feeling 
more in touch with the world and describe the process as a “welcome to the 
human race" experience, Simply put, the phenomenon finds expression in the 
cliche “We’re all in the same boat," or perhaps more cynically. “Misery loves 
company." 

There is no human deed or thought that is fully outside the experience of 
other people. I have heard group members reveal such acts as incest, burglary, 
embezzlement, murder, attempted suicide, and fantasies of an even more des¬ 
perate nature. Invariably, I have observed other group members reach out and 
embrace these very acts as within the realm of their own possibilities. Long 
ago Freud noted that the staunchest taboos {against incest and patricide) were 
constructed precisely because these very impulses are part of the human 
being's deepest nature. 

Nor is this form of aid limited to group therapy. Universality plays a role in 
individual therapy also, although in that format less of an opportunity for con¬ 
sensual validation exists. Once I reviewed with a patient his 600-hour experi¬ 
ence in individual analysis with another therapist. When 1 asked what he 
recalled as the most significant event in his therapy, he described an incident 
when he was profoundly distressed about his feelings toward his mother. 
Despite strong concurrent positive sentiments, he was beset with death wishes 
for her—he stood to inherit a sizable estate. His analyst, at one point, com¬ 
mented simply, ' That seems to be the way we’re built.” That artless statement 
offered considerable relief and furthermore enabled the patient to explore his 
ambivalence in great depth. 

Despite the complexity of human problems, certain common denominators 
are clearly evident, and the members of a therapy group soon perceive their 
similarities. An example Is illustrative: for many years 1 asked members* of T- 
groups or “process groups” (see chapter 16) to engage in a “top-secret" task. 
They were to write, anonymously, on a slip of paper the one thing they would 

•Nonpatients—primarily medical students, psychiatric residents, nurses, psychiatric tech¬ 
nicians, and Peace Corps volunteers. 
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IMPARTING INFORMATION 

Under the general rubric of imparting information, I Include didactic instruc¬ 
tion about mental health, mental illness, and general psychodynamics given 
by the therapists, as we!) as advice, suggestions, or direct guidance from either 
the therapist or other patients. Generally, when therapists or patients retro¬ 
spectively examine their experience in interactional group therapy, they do not 
highly value didactic Information or advice. 

Didactic Instruction 

Most patients, at the conclusion of successful interactional group therapy, 
have teamed a great deal about psychic functioning, the meaning of symp¬ 
toms, interpersonal and group dynamics, and the process of psychotherapy. 
Generally, the educational process Is Implicit; most group therapists do not 
offer explicit didactic instruction in interactional group therapy. Over the past 
decade, however, many group therapy approaches have made formal instruc¬ 
tion, or psycho-education, an Important part of the program. 

One of the more powerful historical precedents for psycho-education can be 
found in the work of Maxwell Jones, who in his work with large groups in the 
1940s, lectured to his patients three hours a week about the nervous system s 
structure, function, and relevance to psychiatric symptoms and disability. 15 

Marsh also believed in the importance of psycho-education and in the 
1930s organized classes for his patients, complete with lectures, homework, 
and grades. 16 In 1950, Klapman developed a form of didactic group therapy for 
outpatients, relying on formal lectures and textbook assignments.' 7 

Recovery, Inc., the nation's oldest and largest self-help programs for current 
and former psychiatric patterns, is basically organized along didactic lines. 18 
Founded in 1937 by the late Abraham Low, this organization had almost 1,000 
operating groups by 1993, with an annual attendance of over 275,000. Mem¬ 
bership is voluntary, and the leaders spring from the membership. Though 
there is no formal professional guidance, the conduct of the meetings has been 
highly structured by Dr. Low; parts of his textbook, Mental Health Through 
Will Training, are read aloud and discussed at every meeting. 19 Psychological 
illness Is explained on the basis of a few simple principles, which the members 
memorized. For example; the neurotic symptom is distressing but not danger¬ 
ous; tension intensifies and sustains the symptom and should be avoided; the 
use of free will is the solution to the nervous patient’s dilemmas. 

Many other self-help groups strongly emphasize the imparting of informa¬ 
tion. Groups such as Adult Survivors of Incest, Parents Anonymous, Gamblers 
Anonymous, Make Today Count (for cancer patients), Parents Without Part¬ 
ners, and Mended Hearts encourage the exchange of information among mem- 
often invite experts to address the group. 10 
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Recent group therapy literature abounds with descriptions of specialized 
groups for patients who have some specific disorder or face some definitive life 
crisis—for example, panic disorder, 21 obesity" bulimia," adjustment after 
divorce," herpes 25 coronary artery disease. 26 parents of sexually abused chil¬ 
dren, 27 male batterers, 28 bereavement, 29 AIDS and HIV-positive patients, 30 sex¬ 
ual dysfunction, 31 rape, 32 self-image adjustment after mastectomy, 33 and 
chronic pain. 34 

In addition to offering mutual support, these groups generally build in a 
cognitive therapy approach by offering explicit Instruction about the nature of 
a patient’s illness or life situation and examining patients' misconceptions and 
self-defeating responses to their illness. For example, the leaders of a group for 
patients with panic disorders describe the physiologic cause of panic disor¬ 
ders: heightened stress and arousal increase the flow of adrenaline, which may 
result in hyperventilation, shortness of breath, and dizziness; this in turn is 
misinterpreted by the patient (Tm dying; I'm going crazy"), which only exac¬ 
erbates the vicious cycle. The therapists discuss the benign nature of panic 
attacks and offer group members Instruction, first, in how to bring on a mild 
attack, and then in how to prevent it. The leaders pay special attention to pro¬ 
viding detailed instruction in proper breathing techniques and progressive 
muscular relaxation. 

Leaders of groups for HIV-positive patients offer considerable illness-related 
medical information, correct irrational fears (for example, greatly exaggerated 
fears about infectiousness), and give advice about telling others about one's 
condition, fashioning a different, less guilt-provoking lifestyle, and seeking 
both professional and nonprofessional help. 35 

Leaders of bereavement groups may provide information about the natural 
cycle of bereavement to help members realize that there is a sequence of pain 
through which they are progressing and there will be a natural, almost 
inevitable, subsiding to their distress. Leaders may help patients anticipate, for 
example, the acute anguish they will fee! with each significant date (holidays, 
anniversaries, birthdays) during the first year of bereavement. 

To take another example, leaders of groups of women who are pregnant for 
the first time may offer help by instructing them in the physiological basis of 
the physical and psychological changes they are undergoing and about the 
actual mechanics of labor and delivery. Group members are encouraged to 
verbalize their fears, so that the leaders can address irrational beliefs systemat¬ 
ically through a rational, informational approach. 

Many years ago Malamud and Machover reported excellent results with a 
didactic approach to patients entering therapy. 36 They organized workshops of 
approximately twenty patients drawn from a psychiatric clinic waiting list. The 
workshop aimed to prepare patients for group psychotherapy and consisted 
of fifteen two-hour sessions, carefully planned to clarify important reasons 
for psychological dysfunction as well as to instruct In methods of self- 
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exploration—for example, attentiveness to dreams and fantasies. (This experi¬ 
ment took place in the days when fifteen sessions wete considered a very brief 
intervention!) The technique was not only successful In preparing patients for 
further treatment but proved to be effective therapy: at the conclusion of the 
workshop, many paiients felt sufficiently improved that no further treatment 
was required. 

Most group therapists use an analogous type of anticipatory guidance for 
psychiatric patients about to enter the frightening situation of the psychother¬ 
apy group. 57 By predicting patients' fears, by providing them with a cognitive 
structure, we help them cope more effectively with the culture shock. (This 
procedure is described in detail in chapter 10.) 

Didactic instruction has thus been employed in a variety of fashions in 
group therapy: to transfer information, to alter sabotaging thought patterns, to 
structure the group, to explain the process of illness. Often such instruction 
functions as the initial binding force in the group, until other therapeutic fac¬ 
tors become operative. In part, however, explanation and clarification function 
as effective therapeutic agents in their own right. Human beings have always 
abhorred uncertainty and through the ages have sought to order the universe 
by providing explanations, primarily religious or scientific. The explanation of 
a phenomenon is the first step toward its control. If a volcanic eruption is 
caused by a displeased god, then at least there is hope of pleasing the god. 

Frieda Fromm-Reichman underscores the role of uncertainty in producing 
anxiety. 38 She points out that being aware that one is not one’s own helms¬ 
man, that one s perceptions and behavior are controlled by irrational forces, is 
in itself an important source of anxiety. Jerome Frank, in a post-World War II 
study of Americans' reactions to an unfamiliar South Pacific disease (schisto¬ 
somiasis), demonstrated that anxiety stemming from uncertainty- often creates 
more havoc than the disease itself. 3 * 

And so it is with psychiatric patients: fear and anxiety that stem from uncer¬ 
tainty of the source, meaning, and seriousness of psychiatric symptoms may 
so compound the total dysphoria that effective exploration becomes vastly 
more difficult. Didactic instruction, through its provision of structure and 
explanation, has intrinsic value and deserves a place in our repertoire of thera¬ 
peutic instruments. (Sec chapter 5 for a more complete discussion of this 
issue.) 

Direct Advice 

Unlike explicit didactic instruction from the therapist, direct advice from the 
members occurs without exception in every therapy group. In dynamic inter¬ 
actional therapy groups, it is invariably pan of the early life of the group and 
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There is an old Hasidic story of a rabbi who had a conversation with the Lord 
about Heaven and Hell. “1 will show you Hell.'’ said the Lord, and led the 
rabbi into a room containing a group of famished, desperate people sitting 
around a large, circular table. In the center of the table rested an enormous pot 
of stew, more than enough lor everyone. The smell of the stew was delicious 
and made the rabbi’s mouth water. Yet no one ate. Each diner at the table held 
a very long-handled spoon—long enough to reach the pot and scoop up a 
spoonful of stew, but too long to get the food into one's mouth. The rabbi saw 
that their suffering was Indeed terrible and bowed his head in compassion. 
“Now 1 will show you Heaven,’’ said the Lord, and they entered anoiher room, 
identical to the first—same large, round table, same enormous pot of stew, 
same long-handled spoons, Yet there was gaiety in tire air: everyone appeared 
well nourished, plump, and exuberant. The rabbi could not understand and 
looked to the Lord. "It is simple,’’ said the Lord, "but it requires a certain skill. 
You see, the people in this room have learned to feed each other!’’* 

In therapy groups, too, patients receive through giving, not only as part of 
the reciprocal giving-receiving sequence but also from the intrinsic act of giv¬ 
ing. Psychiatric patients beginning therapy are demoralized and possess a 
deep sense of having nothing of value to offer others. They have long consid¬ 
ered themselves as burdens, and the experience of finding that they can be of 
importance to others is refreshing and boosts self-esteem. 

And, of course, patients are enormously helpfol to one another in the group 
therapeutic process. They offer support, reassurance, suggestions, insight; they 
share similar problems with one another. Not infrequently group members will 
accept observations from another member far more readily than from the 
group therapist. To many patients, the therapist remains the paid professional; 
but the other members represent the real world: they can be counted on for 
spontaneous and truthful reactions and feedback. Looking back over the 
course of therapy, almost all patients credit other members as having been 
important in their improvement. Sometimes they cite their explicit support and 
advice, sometimes their simply having been present and allowing their fellow 
patients to grow as a result of a facilitatlve, sustaining relationship. 

Altruism is a venerable therapeutic factor in other systems of healing. In 
primitive cultures, for example, a troubled person is often given the task of 


•In 1*373, in what must have been the first group ever offered for advanced cancer 
patients, a patient, Kary Weers (who had been involved with me from the beginning in 
conceptualizing and organizing ihis group), opened the first group meeting by passing out 
copies of this parabie. ft turned out to be prescient since many of the members were to 
benefit from the therapeutic factor of altruism.'' 1 


ALTRUISM 


A truism .LIT P erformm 8 some type of service for the community/ 1 
Atouism plays an important pan in the healing process at Catholic shrines 
uch as Lourdes, where the sick pray not only for themselves but for one 
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Neophyte group members do not at first appreciate the healing impact of 
other members. In fact, many prospective candidates resist the suggestion of 
group therapy with the question, "How can the blind lead the Wind?" or. 
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THE CORRECTIVE RECAPITULATION OF THE 
PRIMARY FAMILY GROUP 

The great majority of patients who enter groups-with the exception of those 
suffering rom posi-traumatic stress syndrome or from some medical or envi- 
— “ VC 3 backgr ° Und ° f * h 'g h *Y “"satisfactory experience in 
their first and most important group: the primary family. The therapy group 
resembles a family in many aspects; there are authority/parental figures, peer 
n ngS . * P P ersona! revelations, strong emotions, and deep intimacy as 
35 ^'- competitive feelings. In fact, therapy groups are often led by a 
male and female therapy team in a deliberate effort to simulate the parental 
configuration as closely as possible. Once the Initial discomfort is overcome, it 
is inevitable that, sooner or later, the members will Interact with leaders and 
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other members in modes reminiscent of the way they once interacted with par¬ 
ents and siblings. 

There is an enormous variety of patterns: some members become helplessly 
dependent upon the leaders, whom they imbue with unrealistic knowledge 
and power; other blindly defy the leaders, who are perceived as tnfantilizing 
and controlling; others are wary of the leaders, whom they believe attempt to 
strip members of their individuality; some members try to split the co¬ 
therapists In an attempt to incite parental disagreements and rivalry; some 
compete bitterly with other members, hoping to accumulate units of attention 
and caring from the therapists; others expend energy in a search for allies 
among the other patients, in order to topple the therapists; still others neglect 
their own interests in a seemingly selfless effort to appease the leaders and the 
other members. 

Obviously, similar phenomena occur in individual therapy, but the group 
provides a vastly greater number and array of recapitulative possibilities. In 
one of my groups, Betty, a patient who had been silently pouting for a couple 
of meetings, bemoaned the fact that she was not in one-to-one therapy. She 
claimed she was Inhibited because she knew the group could not satisfy her 
needs. She knew she could speak freely of herself in a private conversation 
with the therapist or with any one of the members. When pressed, Betty 
expressed her irritation that others were favored over her in the group. In a 
recent meeting, another member had been welcomed warmly upon returning 
from a vacation, whereas her return from a vacation went largely unnoticed by 
the group. Furthermore, another patient was praised for offering an important 
interpretation to a member, whereas she had made a similar statement weeks 
ago that had gone unnoticed. For some time, too, she had noticed her growing 
resentment at sharing the group time; she was Impatient while waiting for the 
floor and Irritated whenever attention was shifted away from her. 

Was Betty right? Was group therapy the wrong treatment for her? 
Absolutely not! These very criticisms—which had roots stretching down into 
her early relationships with her siblings—did not constitute valid objections to 
group therapy. Quite the contrary: the group format was particularly valuable 
for her, since it allowed her envy and her craving for attention to surface. In 
individual therapy—where the therapist attends to the patient's every word 
and concern, and the patient is expected to use up all the allotted time—these 
particular conflicts might emerge belatedly, jf at all. 

What is important, though, is not only that early familial conflicts are 
relived but that they are relived correctively. Growth-Inhibiting relationships 
must not be permitted to freeze into the rigid, impenetrable system that char¬ 
acterizes many family structures. Instead, fixed roles must be constantly 
explored and challenged, and ground rules for investigating relationships and 
testing new behavior must be constantly encouraged. For many patients, then, 
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working out problems with therapists and other members is also working 
through unfinished business from long ago. (How- explicit the working in the 
past need be is a complex and controversial issue, which I will address in 
chapter 5.) 


DEVELOPMENT OF SOCIALIZING TECHNIQUES 

Social learning—the development of basic social skills—is a therapeutic factor 
that operates in all therapy groups, although the nature of the skills taught and 
the explicitness of the process vary greatly depending on the type of group 
therapy. There may be explicit emphasis on the development of social skills in, 
for example, groups preparing hospitalized patients for discharge or adolescent 
groups. Group members may be asked to role-play approaching a prospective 
employer or asking someone out on a date. 

In other groups, social learning is more Indirect. Members of dynamic ther¬ 
apy groups, which have ground rules encouraging open feedback, may obtain 
considerable information about maladaptive social behavior. A patient may, 
for example, learn about a disconcerting tendency to avoid looking at the per¬ 
son with whom he or she is conversing; about others’ impressions of his or her 
haughty, regal attitude; or about a variety of other social habits that, unbe¬ 
knownst to the patient, have been undermining social relationships. For indi¬ 
viduals lacking intimate relationships, the group often represents the first 
opportunity for accurate Interpersonal feedback. One patient, for example, 
who bad been aware for years that others either avoided or curtailed social 
contact with him learned In the therapy group that his obsessive inclusion of 
minute, irrelevant details in his social conversation was exceedingly off- 
putting. Years later he told me that one of the most Important events of his life 
was when a group member (whose name he had long since forgotten) told 
him: "When you talk about your feelings, I like you and want to get closer; but 
when you start talking about facts and details, I want to get the hell out of the 
room!" 

I do not mean to oversimplify; therapy is a complex process and obviously 
involves far more than the simple recognition and conscious, deliberate alter¬ 
ation of social behavior. But, as I will show in chapter 3, these gains are more 
than minor fringe benefits; they are often exceedingly instrumental in the ini¬ 
tial phases of therapeutic change. 

Frequently senior members of a therapy group acquire highly sophisticated 
social skills: they are attuned to process (see chapter 6); they have learned 
how to be helpfully responsive to others; they have acquired methods of con¬ 
flict resolution; they are less likely to be judgmental and more capable of expe- 
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